Abstract Self-esteem and self-efficacy are theorized to serve as mediators of the relationship between religious involvement and health outcomes. Studies confirming these relationships have produced mixed evidence. This study examined whether self-esteem and self-efficacy mediate the relationship between religious involvement (beliefs, behaviors) and a set of modifiable health behaviors in a national probability sample of African Americans. African Americans, in general, are relatively high in religious involvement and have higher than average rates of chronic disease. Participants were interviewed by telephone, and a Religion-Health Mediational Model was tested using structural equation modeling. Results suggest that selfesteem and self-efficacy at least in part mediate the relationship between religious beliefs (e.g., relationship with God) and greater fruit and vegetable consumption, and lower alcohol consumption. Religious behaviors (e.g., service attendance) were found to have direct, unmediated effects on health behaviors. Findings have implications for church-based health promotion in African American communities such as education or support groups.
Introduction
Literature reviews on the relationship between religion and health have widely suggested evidence for a generally, though not always, positive role of religious involvement in health outcomes (Koenig et al., 2001; Levin, 2001 ). These reviews conclude that religious involvement is associated with a number of health-related outcomes, such as mental health, depressive symptoms, mortality, and cancer coping. Research in this area has moved from accumulation of additional evidence for this association, to trying to explain why it exists. Focus on the mechanisms, or mediators, of the association has been discussed in several studies, including the present Religion and Health in African Americans, or ''RHIAA'' study.
Religious involvement is conceptualized as ''an organized system of [religious] beliefs, practices, rituals, and symbols'', while spirituality involves ''one's transcendent relationship to some form of higher power'' (Thoresen, 1998, p. 415) . The current study focuses on religious involvement, as opposed to the broader construct of spirituality. Some segments of the population tend to be more religiously involved than others, including African Americans (Levin et al., 1994; Taylor et al., 1996) . Fifty-five percent (55 %) of African Americans report that they attend religious services at least once a week or almost every week, compared to 41 % of non-Hispanic Whites (Gallup, 2010) . In the African American community, the church has historically served functions beyond worship services, providing a hub for a variety of services and support (Lincoln & Mamiya, 1990) . Resources provided by the church to both members and nonmembers include health programs (often called health ministries) that provide health education on a variety of topics, and counseling/support for those coping with issues such as substance abuse or HIV/AIDS (Belgrave & Allison, 2010) . Further, African Americans' religious and spiritual beliefs are an important part of coping strategies in response to stressful events, including health problems, and the absence of such beliefs are related to maladaptive coping, such as alcohol use (Belgrave, 1998; Potts, 1996; Wilson & Miles, 2001) .
The study of religious involvement and health in this group is particularly important because African Americans are disproportionately impacted by health problems (Pleis & Lethbridge-Ç ejku, 2007) , termed health disparities/ inequities. The neonatal mortality rate for African Americans is 9.2 per 1,000 compared to 3.8 for Whites (National Center for Health Statistics 2007). Life expectancy for African American males at birth is 69.5 years compared to White males at birth of 75.7 years. Life expectancy for African American females at birth is 76.3 years compared to 80.8 years for White females (Arias, 2004) . African Americans have hypertension rates higher than other groups and lower rates of hypertension control (Centers for Disease Control and Prevention, 2011) . African Americans are 1.4-2.2 times more likely to have diabetes than are Whites (Agency for Healthcare Research and Quality, 2001) . Cancer disparities are also apparent in deaths per 100,000 for colorectal cancer (African American = 24.8, White = 16.9), prostate cancer (African American = 53.3, White = 22.6), and breast cancer (African American = 32.8, White = 23.4). Herein also lies the applied value of the current research, to identify the mechanisms/ mediators between religious involvement and health outcomes. If such mediators can be identified, they can be capitalized upon in faith-based health promotion efforts aimed at health disparities reduction.
Theoretical foundations
A number of explanatory models of the religion-health connection have been previously proposed in the religion and health literature. The present study utilizes a ReligionHealth Mediational Model (see Fig. 1 ), based on a systematic review of the literature on religion/spirituality and health (both physical and mental), and a program of previous qualitative research (Holt et al., 2005b; Holt & McClure, 2006; Schulz et al., 2008; Holt et al., 2009a, b) . The Religion-Health Mediational Model involves a set of factors widely recognized to be possible mediators of the religion-health connection. To date, the model has been used to examine the role of mediators including religious coping (Holt et al., 2012a) , religious support (Holt et al., 2012c) , and social capital (Holt et al., 2012b) . In summary, religious beliefs were associated with greater vegetable consumption, in part due to the role of positive and negative religious coping (Holt et al., 2012a) . Negative religious coping appeared to play a role in the relationship between religious beliefs and increased alcohol consumption. Emotional religious support played a mediating role between religious behaviors and better emotional functioning and lower depressive symptoms (Holt et al., 2012c) . Finally, social capital in the form of interconnectedness mediated the relationship between religious behaviors and fewer depressive symptoms (Holt et al., 2012b) .
Previous theoretical models of the religion-health connection propose that, among other factors, religious involvement may impact health-related outcomes through the experience of positive self-perceptions, primarily selfesteem and self-efficacy. Self-esteem is defined as a positive or negative evaluation of a person's value of one's self (Rosenberg, 1965) . Self-efficacy is defined as a person's beliefs in their ''capabilities to mobilize the motivation, cognitive resources, and courses of action needed to meet given situational demands'' (Wood & Bandura, 1989, p. 408) .
Religious involvement is said to promote health behaviors by increasing one's self-esteem and self-efficacy (Ellison & Levin, 1998) . These positive self-perceptions were proposed to impact health ''beliefs, behaviors, and attitudes, and thus influence patterns of health care use'' (p. 706). The review article concluded that while some have documented negative effects of religiosity involving beliefs about sin, there were generally modest, positive associations between religious involvement and self-esteem and self-efficacy. In terms of why religious involvement may result in these positive self-perceptions, several ideas were proposed (Ellison & Levin, 1998) . People may strengthen self-perceptions through prayer, other religious practices, and a relationship with a higher power (Pollner, 1989; Ellison, 1994) . Those who have such a relationship may experience unconditional love and a sense of divine guidance (Poloma & Gallup, 1991) . Being involved in a faith community can provide social support that may bolster positive self-perceptions (Krause, 1995; Ellison, 1993) , or affirm one's values and way of life (Ellison, 1993) .
A review by George et al. (2002) indicated that selfefficacy and self-esteem were promising mechanisms as psychological resources that religious involvement provides. They reviewed three cross-sectional studies and one longitudinal study that tested for mediation, and concluded that evidence was mixed and additional research was ''badly needed' ' (p. 195) . In a study specific to African Americans, it is proposed that religious involvement fosters self-esteem through social support and positive reflected appraisals of fellow congregation members, or how people believe that others in their faith community view them (Ellison, 1993) . Findings from national data supported these ideas. In a recent review, it was concluded that research on the mechanisms is in the early stages (Ellison et al., 2010) . However, psychological resources such as self-esteem were included as a promising mechanism, whereby church members gain status and roles, and engage in skill building. Devotional activities were also proposed to build self-esteem and empowerment.
The current analysis must also consider why self-esteem and self-efficacy would be proposed to play a role in health behaviors. In addition to the theoretical frameworks presented above, we can look to theories of health behavior change. For example, the Health Belief Model (Rosenstock et al., 1988) and Social Cognitive Theory (Bandura, 1986) contain self-efficacy as one of their central constructs.
Mixed evidence
The evidence for self-esteem and self-efficacy as mediators of the religion-health connection has been mixed. In a prospective study of African American adults, Ellison and Flannelly (2009) found that the degree of guidance from religion in daily life acted as a protective factor for depressive symptoms even after controlling for sociodemographic variables and self-esteem. A nationwide cross-sectional study of older African American adults provided evidence for partial mediation for self-worth (Krause, 1992) . Findings suggested that religious involvement protects against physical health and mortality by increasing feelings of self-worth, even after controlling for emotional support. In contrast, self-esteem failed to mediate the relationship between service attendance and depressive symptoms in a sample of older Dutch citizens with various religious denominations (Braam et al., 1998) . Study results found that only among Roman Catholics did self-esteem mediate the relationship between church membership and depressive symptoms; this relationship did not persist among Calvinist study participants. Furthermore, in a Detroit sample, self-esteem was not found to mediate well-being or psychological distress (Ellison et al., 2001) . Data from this sample showed that the main effects of religious involvement on the mental health outcomes could not be explained by self-esteem. To date, no conclusive evidence can be drawn for the mediating effects of these psychosocial resources in the religion-health connection.
Research on the religion-health connection has focused on a variety of outcomes, both related to physical and mental/ emotional health. While much previous research focuses on mental/emotional health outcomes such as depressive symptoms, well-being, and anxiety the present study was conducted in the context of physical health and health disparities impacting African Americans. As discussed above, African Americans suffer a disproportionate burden of chronic disease, which is impacted in part by lifestyle behaviors such as diet, physical activity, and alcohol consumption.
The current study focuses on health behaviors for several reasons. First, they are highly relevant to African Americans. Second, they are risk/prevention factors for a variety of chronic diseases (e.g., heart disease, diabetes, cancer). Thus, what is learned from the study will be broadly applicable. Third, they are modifiable and have been the target of intervention efforts, including many community-and faith-based interventions.
The present study Previous research suggests that although positive self-perceptions have been proposed as a religion-health mediator, there has been little empirical research testing their mediational role in the context of health-related outcomes. The few studies have suggested mixed and inconsistent findings, and have focused mainly on emotional health outcomes as opposed to those related to physical health. Therefore, examination of positive self-perceptions as a potential mediator of the religion-health connection warrants further investigation, with an adequate sample, and validated instruments.
African Americans have both higher levels of disease burden than other US demographic subgroups and they tend to have higher religious involvement. The RHIAA study, comprised of a national probability sample of African Americans, was designed for the purpose of empirically examining mediators of the religion-health connection. The purpose of the present study was to test the Religion-Health Mediational Model, specifically focusing on the mediator of positive self-perceptions (self-esteem and self-efficacy). The analysis will determine whether these constructs play a mediating role in a set of modifiable health risk and prevention behaviors in a national sample of African Americans. While the model includes more mediators than tested in the present study, testing of such a comprehensive theory is not feasible in a single statistical model. Therefore, the current study will focus on the positive self-perceptions aspect of the model, as part of a broader theory-testing initiative involving the systematic investigation of religionhealth mediators conducted in the overall RHIAA study.
Method
Telephone survey methods A professional sampling firm (Gensys) generated a call list of households from all 50 United States using probabilitybased methods. The firm obtained phone numbers from publicly available data such as motor vehicle records. Professional interviewers dialed telephone numbers from this call list. The interviewers identified an adult who lived at the household, and then introduced the project. If the contact expressed interest, a brief eligibility screener was administered to determine whether they were African American and age 21 or older. Interested and eligible contacts were read an informed consent script and provided verbal assent. Eligible individuals were self-identified African Americans, age 21 and older, who had not had a diagnosis of cancer. Cancer history was an exclusion criterion due to the collection of screening data for another part of the RHIAA initiative. Participants were mailed a $25 gift card upon completion of the 45-minute interview.
Measures

Religious involvement
An established Religiosity Scale previously validated with African Americans was used to assess private religious participation and beliefs [hereafter termed ''beliefs''] (e.g., ''I have a personal relationship with God''; ''I feel the presence of God in my life.''; I pray often.) and public religious participation and behaviors [hereafter termed ''behaviors''] (e.g., church service attendance, involvement in other church activities like Bible study, choir rehearsal, other committee or ministry meetings; reading religious materials; watching religious television programs; Lukwago et al., 2001 ). Based on previous work (Roth et al., 2012; Holt et al., 2012a, b, c, d; Holt et al., 2011a, b) , four items were considered measures of beliefs, and 5 items assessed behaviors. Seven of the items used a 5-point Likert-type response format, and two monthly service attendance items used a 3-point response format (0; 1-3; 4+ times per month). Internal reliability of the beliefs (a = 0.89) and behaviors (a = 0.73) items were reasonable to high in the present sample.
Positive self-perceptions Self-efficacy was assessed using the New General SelfEfficacy Scale, an eight item instrument (e.g., ''I will be able to achieve most of the goals that I have set for myself.'') that has high internal reliability (a = 0.85-0.88; a = 0.86 in the present sample) and test-retest reliability (r = 0.62-0.66) (Chen et al., 2001) . Participants responded to items using a 5-point response format (strongly disagree … strongly agree).
Self-esteem was assessed using the Rosenberg SelfEsteem Scale (Rosenberg, 1965) . The instrument contains 10 items (e.g., ''I feel that I have a number of good qualities.''), has reasonable internal reliability (a = 0.77; a = 0.85 in the present sample) and 2-week test-retest reliability (r = 0.85) (Silber & Tippett, 1965) . Participants responded to items using a 4-point response format (strongly disagree … strongly agree).
Health behaviors
Alcohol use was assessed using items from the Behavioral Risk Factor Surveillance System (BRFSS). This is an established interview, administered nationally, that has been tested and is appropriate for the study population. It has demonstrated adequate test-retest reliability over a 21-day period in a sample of African Americans (Stein et al., 1993) . Items assessed alcohol use in the past 30 days (no = 0, yes = 1), and for those who reported some alcohol use, the largest number of drinks on any one occasion in past 30 days and number of binge drinking days in past 30 days. The cutoff for binge drinking was 4 or more drinks for women, and 5 or more drinks for men.
To assess fruit and vegetable consumption, an adaptation of National Cancer Institute's Five-A-Day Survey was used (Block et al., 1986) . This instrument was validated with the study population (Kreuter et al., 2005) . It consists of 7 items that assess fruit consumption and 5 that assess vegetable consumption (e.g., ''In a typical week, about how many times do you have … a piece of fresh fruit, like an apple, orange, banana, or pear.''). Fifteen different fruits and 18 vegetables are assessed specifically within these items, and ''other fruit'' and ''other vegetable'' items are included as well. The response scale varies from 0 to 8 or more servings per week. Consumption is assessed by asking participants to think about a typical week, and servings per day can be computed by summing all items and dividing by 7. The test-retest reliability over a two-week period (intraclass correlation coefficient) for the both the fruit (r = 0.52, p \ .001) and the vegetable (r = 0.60, p \ .001) portions were adequate.
Demographics
A standard demographic module assessed participant characteristics including sex, age, relationship status, educational attainment, work status, self-rated health status, and household income before taxes.
Statistical methods
All analyses reported in this paper were conducted using maximum likelihood estimation methods as performed by Mplus (version 6.1; Muthén & Muthén, 2010) . A modification of the traditional two-step approach (Anderson & Gerbing, 1988 ) was used such that confirmatory factor analysis models were first run that specified the observed items to be indicators of underlying latent constructs and structural models were then run that tested the significance of the mediated and unmediated effects of religious involvement on the health behavior outcomes. In the confirmatory factor analysis measurement models, fit statistics were evaluated and correlated measurement residuals were then added between select indicators within factors as suggested by modification indices in order to obtain measurement models for each construct with adequate fit. The root mean square error of approximation (RMSEA) was the primary fit criterion used, and an RMSEA of 0.05 or less was considered indicative of excellent fit.
The general outline of the structural models is illustrated in Fig. 2 . Two mediators (self-esteem and self-efficacy) were examined individually in combination with 5 different outcome variables (fruit servings per day, vegetable servings per day, any alcohol use, largest number of drinks, number of binge drinking days) for a total of 10 different structural models. The analyses for the largest number of drinks and number of binge drinking days were run on the subset of participants who reported some alcohol use. In all models, four exogenous covariates-age, gender, education, and self-rated health status-were included as predictors of the religious involvement factors, mediating factor, and health behavior outcome variable. The standardized estimates from these models relevant to the mediated and unmediated (direct) effects were tested for statistical significance. These standardized estimates also constituted effect size measures that were compared across mediators and outcome measures to aid in the interpretation and integration of the findings across analyses.
Results
A total of 12,418 individuals were contacted for participation, and 2,370 agreed to participate. The overall response rate is calculated as accepted/[accepted + noninterviewed], or 19 %. Of those contacted who did not participate (N = 10,048), 8,240 refused prior to a determination of eligibility, 1,658 were not eligible [81 were under age twenty-one, 444 refused to provide an age for screening purposes, 878 were not African American, 224 reported a history of cancer, and 5 refused to respond to the question about cancer history]. Twenty six were incapable of participating in the interview. Only 150 were determined to be eligible but then refused to participate, making for an upper bound response rate of 94 % (2,370/2,520). This study was approved by the University of Alabama at Birmingham and University of Maryland Institutional Review Boards. A description of the sample is provided in Table 1 .
Those who refused to participate were asked to complete a brief non-responder survey (N = 317 agreed to do so). Nonresponders were in general older (M = 60.82, SD = 16.60, vs. M = 53.63, SD = 14.82, respectively), more likely to be men (48.3 % men vs. 31.1 % women), less likely to have attended four or more years of college (16.1 vs. 26 %, respectively), less likely to have attended religious services in the past year (65.0 vs. 83.6 %, respectively), and less likely to attend religious services four or more times per month (36.0 vs. 50.6 %, respectively), than responders.
Measurement models
The results of the two-factor measurement model (beliefs and behaviors) for religious involvement items have already been published for this sample (Roth et al., 2012) . After allowing for two correlated residuals-one between the first two items that both load on the religious beliefs factor and both reflect the concept of closeness with God, and one for two consecutive items that both load on the religious behaviors factor and both reflect attendance at religious services-excellent fit was observed for the religious involvement measurement model (v 2 = 138.57, df = 24, RMSEA = 0.045; Roth et al., 2012) .
For the analyses in this paper, this religious involvement measurement model was expanded by adding items and factors for self-efficacy and for self-esteem in separate models. For self-efficacy, when all 8 items for this mediator loaded on a single latent factor in addition to the religious beliefs and behavior factors, excellent fit was observed for this three-factor model (v 2 = 700.66, df = 114, RMSEA = 0.047) and no correlated residuals were added for the items loading on the self-efficacy factor. For the self-esteem model, when all 10 items loaded on a single latent factor in addition to the two religious involvement factors, the overall measurement model provided reasonably good fit to the observed item data (v 2 = 1833.38, df = 147, RMSEA = 0.070). However, modification indices suggested the addition of three correlated residuals between adjacent items (1 and 2, 6 and 7, and 9 and 10), and when this modified model was estimated, the resulting measurement model met our threshold for excellent fit (v 2 = 979.87, df = 144, RMSEA = 0.049). These error covariances were considered appropriate because the items involved fell consecutively on the survey and were similarly worded, potentially causing their errors to be correlated.
Structural models
The effects of the two religious involvement factors on the two mediating latent variables and the 5 health behavior outcome variables are summarized in Table 2 . Standardized estimates are reported both before and after taking into account four demographic covariates (age, gender, education, self-rated health) and the other religious involvement factor. Religious beliefs had stronger effects than religious behaviors on the self-efficacy and self-esteem mediating variables, whereas this pattern was reversed when examining the effects of the religious involvement factors on the health behavior outcomes. Table 3 summarizes the findings of the structural equation models that were conducted to test the mediation hypotheses. The standardized path estimates in Table 3 for the a, b, and c paths correspond directly to those effects illustrated in Fig. 2 for each mediator and each health behavior analyzed separately. Table 3 also reports the overall RMSEA from each model after including the outcome variable and the four exogenous covariates. Since the a 1 and a 2 paths represent the effects of the religious beliefs and religious behaviors, respectively, on the mediator, these estimates are consistent and change very little from one health behavior outcome to another within a certain mediator variable.
For religious behaviors, the unmediated or direct effects are statistically significant for all five health behavior outcomes. Both before and after adjusting for the effects of religious beliefs, more religious behaviors were associated with more fruit and vegetable intake and less alcohol use. The religious behaviors factor was not significantly associated with either mediator after adjusting for the effects of religious beliefs, as evidence by the non-significant a 2 paths in Table 3 .
A more complicated pattern was observed for religious beliefs. After adjusting for the effects of religious behaviors, more religious beliefs had significant effects on both mediators (a 1 paths). In addition, for both fruit and vegetable servings and both mediators, both the direct and the mediated effects of religious behaviors were statistically significant and in opposite directions. The direct effects were negative, meaning that after adjusting for religious behaviors and the mediator, higher religious beliefs was associated with lower fruit and vegetable intake, but the indirect effects through the self-efficacy and self-esteem mediators are positive and partially mitigate these negative MacKinnon et al., 2000 MacKinnon et al., , 2007 , caused by the high correlation between religious beliefs and behaviors.
Discussion
The present study is one of the few to examine the mediating role of self-esteem and self-efficacy in the relationship between religious involvement and health behaviors among the health disparities-impacted population of African Americans. The study employed a multidimensional measure of religious involvement and was part of a comprehensive theory-testing initiative that was informed by previous literature and qualitative research with the priority population. Findings are discussed beginning with the ''a'' paths, then the direct ''c'' paths, and the mediation or ''b'' paths, as outlined in Fig. 2 . Individuals high in religious beliefs were likely to have both high self-efficacy and self-esteem (Ellison & Levin, 1998; George et al., 2002) . This was not the case for religious behaviors, which included participation in services and activities. It appears that having a personal relationship with God/higher power and prayer are associated with increased self-esteem and self-efficacy in this population. This is somewhat different than the mechanism as originally proposed, in which individuals may bolster selfesteem through worship service and church activities (Ellison, 1993; Ellison et al., 2010) .
The direct paths suggest that people who were religiously involved in terms of behaviors were likely to have greater fruit and vegetable consumption, and less likely to use alcohol. It is possible that involvement in a religious community may be protective against alcohol consumption due to religious sanctions (Musick et al., 2000; Strawbridge et al., 2001) . Previous research has agreed that religious involvement is associated with higher fruit and vegetable consumption (Holt et al., 2005a) .
For religious beliefs, when examining the unadjusted paths in Table 2 , findings suggest that those who have a close personal relationship with God/higher power and pray often were also likely to have greater fruit and vegetable consumption, and less likely to use alcohol. These findings agree with those for religious behaviors, suggesting that both dimensions of religious involvement carry salutary relationships with these health behaviors. Again, these findings had to be interpreted carefully due to the aforementioned suppressor effect. In fact due to the high correlations between religious beliefs and behaviors, the relationships at first glance appeared to be opposite in direction, but when examined in the unadjusted models without the influence of this correlation, the nature of the relationship was revealed.
Finally, with regard to mediation, it appears that selfefficacy at least in part accounts for the association between religious beliefs and greater fruit and vegetable consumption, as well as lower alcohol use. For the selfesteem mediation, findings were similar, in that self-esteem at least in part accounted for the association between religious beliefs and greater fruit and vegetable consumption, and lower alcohol use, particularly heavy drinking. This means that individuals who have a have a close personal relationship with God/higher power and pray often engage in these healthier behaviors in part because this relationship provides them with greater self-efficacy and self-esteem. This finding is consistent with previous research (Ellison & Levin; George et al., 2002) . Interestingly, neither self-efficacy nor self-esteem played a mediational role for the relationship between religious behaviors and any of the health behavior outcomes. As previously noted, religious behaviors were not associated with the mediators.
Strengths and limitations
There are several notable strengths of the present study. First, the RHIAA dataset was designed to test a theoretical model of the religion-health connection utilizing validated measures of the relevant constructs, rather than relying on secondary data analysis. Second, the study focuses on African Americans, a population disproportionately impacted by chronic disease and understudied in this area (Ellison et al., 2010) . Third, the analysis employed sophisticated modeling techniques to examine complex relationships among the study constructs. However, the study findings must be interpreted in the context of several limitations. First, the telephone survey methods are subject to bias, particularly response bias. The nature of this bias is estimated and reported with the nonrespondent survey findings. Second, the current analysis focused on positive self-perceptions including self-esteem and self-efficacy. As outlined in the literature review, there are additional factors (e.g., social norms, social support) that undoubtedly play a role in accounting for the religion-health connection. Due to the complexity of the relationships being examined, statistical models can easily become difficult to interpret as constructs are added. For this reason, the current analysis was focused on a clear understanding of fewer mediators, rather than a more inclusive but unintelligible model. Third, the study used general rather than specific measures of self-esteem and self-efficacy. Perhaps were health-specific self-esteem and self-efficacy measures administered, a more robust association would have been detected. In addition, the measure of religious beliefs reflected personal beliefs in having a relationship with a higher power and personal activities such as private prayer. It was not designed to measure specific religious beliefs per se. Fourth, because these data were cross sectional, implications about causality cannot be drawn. It may be that individuals who engage in healthy behaviors derive increased selfesteem and self-efficacy, and these relationships cannot be determined from the current data. Longitudinal data are required to answer this question, an initiative on which the RHIAA team is currently embarking.
Implications and future research
These findings indicate that religious beliefs, specifically involving a close personal relationship with a higher power, have positive relationships with dietary behaviors involving fruit/vegetable intake and lower alcohol consumption, and this may be in part due to higher levels of self-esteem and self-efficacy. This has implications for health promotion interventions, particularly community-or faith-based initiatives targeted for African Americans. Individuals who develop church-or faith-based educational or health promotion interventions can use these findings to improve the effectiveness of their programs. For example, an intervention to increase fruit and vegetable consumption may aim to strengthen dietary self-efficacy as part of the theoretical foundation of the content. Additionally, faithbased programs aimed at controlling alcohol abuse (e.g., Celebrate Recovery) or providing support groups may want to give special consideration to building self-esteem and self-efficacy as part of their program. These examples can be but one tool in the efforts to reduce the health disparities that continue to impact the African American community.
